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N 848 1200-8-6-.08 (18) Building Standards N 848

(18) it shall be demonstrated through the
submission of plans and specifications that in
each nursing home a negative air pressure shall
be mainiained in the soiled utility area, toilet
room, janitor ' s closet, dishwashing and other
such soiled spaces, and a positive air pressure {
shall be maintained in all clean areas including,
but not limited to, clean linen rooms and clean
utility rooms.

This Rule is not met as evidenced by:

Based on observation and interview, the facility

failed to assure Clean linen storage areas were

ventilated and maintained under a relative

Positive air pressure.

The findings include:

Observation of the laundry on October 15, 2012

at 1:30 p.m. confirmed the dryer room in the

laundry was under a slight negative air pressure,

This finding was verified by the Maintenance

Supervisor and acknowledged by the

Administrator during the exit conference on
October 15, 2012.
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